Access to health services It is widely acknowledged that those with least need of health care use the health services more, and more effectively, than do those with greatest need.8 9 This applies equally to preventive health measures, as to delivery of care. For example pregnant women in the lowest socioeconomic groups present later for antenatal care, deliver more low birthweight babies, and are up to twice as likely to die from pregnancy related disease than are their more affluent counterparts. '0" 1 Related to this is a higher incidence of prermature birth and congenital abnormality in their offspring.'0" 1 This is highly relevant to minority ethnic populations given that the incidence of socioeconomic deprivation is higher in these groups.'2 13 In addition to interaction of poverty and ethnicity in compromising access to services, there are many other obstacles in the way of any attempt to address and answer the health care needs of minority ethnic children.'4 These are among the challenges ofproviding quality health care in a transcultural setting. The 'medical model' which is central to current health service provision in Britain is based on a Eurocentric understanding of illness. In addition our health service is highly standardised and inflexible and has not adapted adequately to take account of Britain's multiracial, multicultural, and multifaith society. '5 Racism affects both employment practice16 and service delivery in the NHS. Smaje describes its effects upon service delivery'7:
* Direct racism, where a worker treats a client less favourably because of the client's ethnic group or colour. * Institutional racism, the 'colour blind' approach which arises from a faulty notion of the concept of equal opportunities, assuming that equality of care will be assured if the same service is provided for all. * Ethnocentrism results in professionals making inappropriate assumptions about clients needs, either on the basis of the majority ethnic experience, or on faulty notions of the clients own situation -cultural stereotyping. As data on ethnicity has not been routinely collected within the health service there is very little published work from the UK that identifies the detrimental effects of racism on the quality of health care. In adult services research has shown that being of AfroCaribbean origin and mentally ill significantly affects the quality of care received compared with white controls,'8 and that waiting times for angiograms in patients with ischaemic heart disease were twice as long for British Indian patients than for their white counterparts. '9 From 1995 it will be mandatory to include ethnic data in the minimum dataset, at least in England, so that the information needed for research and audit in this field will be both more accessible and more accurate than hitherto. This provides a great opportunity to ascertain whether or not inequalities in service provision exist within our child health services, and to take appropriate action where necessary.
Health promotion
Health promotion advice is generally based on our knowledge of the ethnic majority. Research on minority ethnic communities has often been based on spurious definitions of race, ethnicity and culture, with meaningless groupings (for example 'Asian '20) We need knowledge of the social and cultural mores of communities that are being targeted with health promotion advice and a sense of how this advice will be understood. Does a particular community share our health proprieties? Does the material contain culturally hostile information? If so, does inclusion of this culturally hostile message jeopardise the acceptance of other accompanying information? Promotional material that was intended to reduce the incidence of sudden infant death syndrome (SIDS) in New Zealand included advice against co-sleeping. This was so against the Maori cultural norm that it may have caused Maori parents to reject the whole health promotional package.22
Accidents cause 43% of deaths for ages [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] in England and Wales and take a huge toll in the survivors both in acute distress and chronic morbidity.23 There are very few published data on the epidemiology of accidental death and injury in minority ethnic populations but without such data it is difficult to see how a coherent, comprehensive, and effective accident prevention programme can be mounted.
We cannot be confident that current accident prevention programmes are valid for all children, or that they are appropriately targeted. Do children from these communities face lesser, greater, or different risks to those of the majority ethnic children? The literature is sparse and conflicting, with some studies not demonstrating any correlation between accidents and ethnicity24 while others showed higher risk of burns25 and road traffic accidents26 in Asian children, although teasing out the confounding effects of socioeconomic deprivation and inner city living is difficult. Are accidents perceived as a health priority in these communities? A recent qualitative study suggested that child safety was important to the communities consulted (Chinese, Vietnamese, and Asian) with similar general concerns to those of the ethnic majority.27 Issues specific to these communities included kitchen fires, inability to read or understand safety instructions on appliances and health promotional material, and not being able to afford 'safe' equipment. The study was, however, small scale. There is no UK literature on accidents in refugees. What are the risks faced by these children, whose families are having to adjust abruptly to a hugely different lifestyle and culture, often in grossly inadequate 'homeless' accommodation?
Improving breast feeding rates was identified as one of the major health gain areas by both the Department of Health and the Welsh Office.28 29 Congenital and constitutional anomalies are known to be more common in some minority populations.35 There appears to be a relationship between customary consanguinity and a higher incidence of handicap and chronic disease,36 although whether this is causal is debatable, as others argue that the socioeconomic environment may be the primary factor.37 38 Whatever the rights and wrongs of such arguments the reality is that disability, chronic illness, and handicap are concentrated in these communities. In any given health district the absolute number of minority ethnic children with disability or a chronic disabling illness will depend on local demography. South Glamorgan, with a population of 400 000 and a minority ethnic population very near the national average, has over 130 such children (E V J Webb, unpublished data); this is a sizeable number with significant resource implications for purchasers and providers of health care.
There are many problems, both of access and inappropriateness of services, in any attempt to address the needs of such children. we can offer effective intervention to language disabled children with English as a second language given current levels of knowledge and service provision even with the help of health advocates with training in this area, of which there are very few. This has serious implications both for the emotional well being and the educational outcomes of these children.
Inadequate health advocacy services, communication difficulties, and inappropriate speech and language therapy pose tremendous challenges both in early diagnosis and in the provision of appropriate therapeutic and support services to hearing impaired children from these communities. Most 46 Protecting children while maintaining the trust of the communities poses a dilemma to service providers which is far from easy to resolve. 46 A second dilemma, illustrated by the following quote, is that of maintaining cultural awareness and sensitivity while avoiding cultural deficit: 'Physical punishment as a form of parental discipline has traditionally been used by Afro-Caribbean families. The use of a belt or strap ... does not indicate a disturbed family relationship or a sadistic parental attitude and should not normally be dealt with as "child abuse" ...'.47 The danger of cultural deficit is that minority ethnic children are not protected in consequence of professionals accepting different standards of care from the families of these children than from those of the white ethnic majority. If it is unacceptable for a white child to be beaten with a strap it is unacceptable for any child to be so treated.
It is inevitable that sometimes in the context of child protection procedures professionals will be accused of racism. Professionals need support, clear guidelines and protocols, with the best interests of the child foremost. At the same time professionals do need to be aware of racist practices. Within a population of children in New Zealand killed or hospitalised as a consequence of child abuse, being Maori or Samoan significantly affected the diagnostic categories to which they were assigned.48 It is hard to explain such a finding without concluding that professional responses were influenced by attitudes to the ethnic groups as much as by the abuse per se. Absence of ethnic monitoring as a more likely reason than absence of racism in accounting for the lack of British data in this area. We have no cause for complacency.
Conclusion
Concentrating on exotica and cultural differences3 merely allows commissioners and providers to ignore general health needs and blame the communities themselves when they receive poor quality services. 49 We now have to move forward if we are to achieve an improvement in their health care. We are not talking of an insignificant minority, but nearly one in 10 of all children. Clearly real differences in health needs do exist, for example haemoglobinopathy associated illness; these need to be addressed and adequate provision made.15 It is in meeting the general needs of minority ethnic children that we face the greatest challenge. These are no different to those of the white ethnic majority. However, meeting them may require different -sometimes radically different -response strategies on behalf of both purchasers and providers of health care to children, supported by appropriate training, audit, and research. 
